In vitro fertilization with single euploid blastocyst transfer: a randomized controlled trial  by Forman, Eric J. et al.
In vitro fertilization with single
euploid blastocyst transfer:
a randomized controlled trial
Eric J. Forman, M.D.,a,b Kathleen H. Hong, M.D.,a,b Kathleen M. Ferry, B.Sc.,a Xin Tao, M.Sc.,a
Deanne Taylor, Ph.D.,a Brynn Levy, Ph.D.,a,c Nathan R. Treff, Ph.D.,a,b and Richard T. Scott Jr., M.D.a,b
a ReproductiveMedicine Associates of New Jersey, Department of Reproductive Endocrinology, Basking Ridge, New Jersey;
b UMDNJ-Robert Wood Johnson Medical School, Department of Obstetrics, Gynecology & Reproductive Sciences, New
Brunswick, New Jersey; and c Department of Pathology, Columbia University, College of Physicians and Surgeons, New
York, New YorkObjective: To determine whether performing comprehensive chromosome screening (CCS) and transferring a single euploid blastocyst
can result in an ongoing pregnancy rate that is equivalent to transferring two untested blastocysts while reducing the risk of multiple
gestation.
Design: Randomized, noninferiority trial.
Setting: Academic center for reproductive medicine.
Patient(s): Infertile couples (n¼ 205) with a female partner less than 43 years old having a serum anti-M€ullerian hormone levelR1.2
ng/mL and day 3 FSH <12 IU/L.
Intervention(s): Randomization occurred when at least two blastocysts were suitable for trophectoderm biopsy. The study group (n ¼
89) had all viable blastocysts biopsied for real-time, polymerase chain reaction–based CCS and single euploid blastocyst transfer. The
control group (n ¼ 86) had their two best-quality, untested blastocysts transferred.
Main Outcome Measure(s): The ongoing pregnancy rate toR24 weeks (primary outcome) and the multiple gestation rate.
Result(s): The ongoing pregnancy rate per randomized patient after the ﬁrst ET was similar between groups (60.7% after single euploid
blastocyst transfer vs. 65.1% after untested two-blastocyst transfer; relative risk [RR], 0.9; 95% conﬁdence interval [CI], 0.7–1.2). A
difference of greater than 20% in favor of two-blastocyst transfer was excluded. The risk of multiple gestation was reduced after
single euploid blastocyst transfer (53.4% to 0%), and patients were nearly twice as likely to have an ongoing singleton pregnancy
(60.7% vs. 33.7%; RR, 1.8; 95% CI, 1.3–2.5).
Conclusion(s): In women%42 years old, transferring a single euploid blastocyst results in ongoing pregnancy rates that are the sameUse your smartphoneas transferring two untested blastocysts while dramatically reducing the risk of twins.
Clinical Trial Registration Number: NCT01408433. (Fertil Steril 2013;100:100–7. 2013 by
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Open access under CC BY-NC-ND license.I nfertile couples undergoing an IVFcycle face enormous emotional,physical, and ﬁnancial burdens. In
most cases they have struggled with in-
fertility for more than a year and failed
to conceive with lesser means. Since the
majority of IVF cycles in the United
States are uninsured, patients have an
incentive to maximize their chance of
delivery in a given cycle to reduce the
ﬁnancial burden they must shoulder
(1). When seeking care, patients often
compare clinics based on their reported
delivery rates per cycle. TheseVOL. 100 NO. 1 / JULY 2013
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clinicians to transfer multiple embryos, increasing the risk
of twin and higher order pregnancies, which are at higher
risk of maternal and neonatal complications than singleton
pregnancies (2, 3). The societal cost of caring for preterm
neonates resulting from multiple pregnancies far outweighs
the couple's savings from preventing failed cycles (4, 5).
Thus, as currently practiced, the infertile couple often
chooses a transfer strategy that minimizes its own ﬁnancial
burden while assuming increased medical risk and adding
to overall health care costs.
Multiple gestations is almost entirely preventable with the
transfer of a single embryo after each IVF cycle. However, de-
spite recommendations to consider elective single ET (eSET) for
young, good-prognosis patients (6, 7), this technique is used in
only 4% of cycles and 47% of all babies born as a result of IVF
performed in the United States are part of a multiple birth (8).
The reluctance to accept eSET likely stems from the dimin-
ished chance for a delivery when only a single embryo is trans-
ferred (9, 10), reﬂecting the inadequacy of current methods of
embryo selection. Embryonic aneuploidy (chromosomal
imbalance) is the leading cause of implantation failure and
miscarriage after IVF and increases dramatically with
increasing maternal age (11–13). With eSET, the entire cycle
outcome is dependent on the fate of the selected embryo; if
an aneuploid embryo is selected, there is essentially no
chance for delivery of a healthy newborn.
As currently practiced, the embryo chosen for transfer is se-
lected based on temporal and morphologic grading criteria re-
lated to its appearance under the microscope. Embryo grading
has signiﬁcant inter- and intraobserver variability and has not
been shown to correlate with chromosomal status (14–16).
Extending embryo culture to the blastocyst stage was shown to
improve outcomes from eSET (17), but morphologically normal
blastocysts retain a signiﬁcant risk of aneuploidy (18, 19).
Another selection strategywould be to culture all embryos
to the blastocyst stage, perform a trophectoderm biopsy, use
an assay to rapidly analyze the copy number status of each
chromosome, and then transfer a single euploid blastocyst
(20). This strategy was shown to improve singleton delivery
rates in a retrospective study (18) and a small prospective
study in young, good-prognosis patients (21).
The goal of the current trial was to determine whether in-
fertile couples would have as good a chance for an ongoing
pregnancy after transfer of a single euploid blastocyst as
they would with the transfer of two untested blastocysts. In
addition, we hypothesized they would have a signiﬁcantly re-
duced risk of twins after single euploid blastocyst transfer. Al-
though previous studies have shown similar delivery rates
when two separate single ETs are performed (22, 23), the
ability to achieve equivalent outcomes with one transfer has
the potential to make single ET a more acceptable option
regardless of the patient's age (24).MATERIALS AND METHODS
Patient Population
The Blastocyst Euploid Selective Transfer (BEST) Trial was
offered to women with an indication for IVF who were%42VOL. 100 NO. 1 / JULY 2013years old at the start of their IVF cycle. They were eligible
to participate if they had at most one prior failed IVF cycle,
a normal endometrial cavity, and normal ovarian reserve as
determined by a serum anti-M€ullerian hormone level of
R1.2 ng/mL and a day 3 FSH level of <12 IU/L. Couples
with severe male factor infertility requiring surgical
sperm extraction were excluded as were women with
anovulatory polycystic ovarian syndrome or a body mass
index >30 kg/m2. To be eligible for randomization, there
had to be at least two expanded blastocysts suitable for
transfer or cryopreservation by day 6 of embryo development.Study Design
The protocol was approved by the Copernicus Group Indepen-
dent Review Board (Durham, NC) and registered with clinical-
trials.gov (NCT01408433) before patient enrollment. All
embryology procedures were performed at Reproductive
Medicine Associates of New Jersey, and patients gave consent
between August 2011 and June 2012.
The IVF cycle was performed per practice routine. Multi-
follicular ovarian stimulation was achieved with highly puri-
ﬁed urinary gonadotropins: urofollitropin (Bravelle, Ferring
Pharmaceuticals) and menotropins (Menopur, Ferring Phar-
maceuticals). Final oocyte maturation was induced with
5,000 to 10,000 IU of hCG when at least two follicles reached
18 mm in maximal diameter. Patients determined to be at risk
for ovarian hyperstimulation syndrome by their physician re-
ceived 5,000 IU of hCG. Transvaginal oocyte retrieval was per-
formed 36 hours after hCG administration. Fertilization was
achieved with intracytoplasmic sperm injection in all cases
owing to the possibility of preimplantation genetic testing.
Normally fertilized zygotes were cultured in cleavage media
in a low-oxygen tension environment. On day 3 of embryo de-
velopment, all cleaved embryos underwent laser-assisted
hatching of the zona pellucida to facilitate possible trophecto-
derm biopsy. All embryos were then placed in extended cul-
ture media regardless of the size or quality of the cohort.
Randomization occurred when at least two embryos had
developed sufﬁciently to allow for blastocyst-stage biopsy.
A random number function was used to create blocks of 10
with patients assigned to the two groups in a 1:1 allocation.
In the study group, all viable blastocysts would undergo tro-
phectoderm biopsy with rapid, real-time polymerase chain re-
action (PCR) based comprehensive chromosome screening
(CCS) and transfer of the single, best-quality euploid blasto-
cyst. The control group would receive traditional,
morphology-based transfer of two untested blastocysts. The
randomization was stratiﬁed by age group (<35, 35–37,
38–40, 41–42 years) and whether fresh or frozen ET was to
be performed. Allocation concealment was achieved using se-
quentially numbered, opaque, sealed envelopes. The study
was not blinded—patients were informed at the time of trans-
fer or cryopreservation whether they were to receive one or
two blastocysts and the results of chromosome screening if
it had been performed.
Embryos were graded on day 5 according to the Gardner
criteria by assessing degree of expansion and the morphology
of the inner cell mass and trophectoderm (25). Patients were101
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blastocysts (expansion stage R3) by the afternoon of day 5
and they had no contraindications to receiving a transfer.
All fresh transfers were performed in the morning of day 6,
which is standard procedure for the practice.
Patients with fewer than two expanded blastocysts on
day 5 were not eligible for fresh transfer owing to embryo-
endometrial dyssychrony (26–28). Their embryos were
reassessed and they were randomized if there were at least
two expanded blastocysts by the afternoon of day 6. All
viable blastocysts were cryopreserved by vitriﬁcation for
use in a future frozen ET cycle. Patients with only one
expanded blastocyst were not randomized and received
a nonelective single blastocyst transfer in the fresh cycle if
the embryo was expanded on day 5 or in a frozen transfer if
it did not expand until day 6.
Some patients were not eligible for fresh ET owing to risk
of ovarian hyperstimulation syndrome, abnormal endome-
trial proliferation (<7 mm thickness on ultrasound), prema-
ture P elevation (R2 ng/mL before administration of hCG),
or detection of hydrosalpinges that communicated with the
endometrial cavity. These patients were randomized on day
6 to the two previously described groups in the frozen transfer
arm of the study.
For patients randomized to fresh single euploid blastocyst
transfer, all expanded blastocysts underwent laser-assisted
trophectoderm biopsy late in the afternoon of day 5. The bi-
opsy was processed for CCS by placing it in an alkaline lysis
buffer and performing real-time PCR as described elsewhere
(20). A copy number assignment was made for each chromo-
some using a modiﬁcation of the comparative threshold cycle
method (29). A predicted karyotype was assigned to each blas-
tocyst by a certiﬁed cytogeneticist (Supplemental Fig. 1). Em-
bryos with failed ampliﬁcation or results that were
nondiagnostic according to previously established thresholds
were subject to repeat biopsy and analysis. The single, mor-
phologically best euploid blastocyst was selected for
ultrasound-guided transfer on the morning of day 6. All other
euploid blastocysts were vitriﬁed individually. Additional
blastocysts that expanded by the afternoon of day 6 under-
went trophectoderm biopsy and were vitriﬁed.
For patients randomized to the control group, two blasto-
cysts were selected by traditional morphologic grading crite-
ria for transfer on the morning of day 6. All other viable
blastocysts were vitriﬁed in pairs. No embryos underwent tro-
phectoderm biopsy.
In both groups, the luteal phase was supported with 100
mg of P (Endometrin, Ferring Pharmaceuticals) inserted vag-
inally 3 times daily until 8 weeks of gestation.
Patients randomized in the frozen transfer arm were im-
mediately prepared for a synthetic cycle by starting oral E2
supplementation on the third day of their menses. When the
endometrial thickness reached at least 7 mm after at least 1
week of E2 supplementation, IM P was initiated at a dose of
50 mg daily. Frozen ET was performed 5 days after starting
P. Supplemental E2 was continued until 8 weeks of gestation
and P was continued until 10 weeks of gestation.
Pregnancy monitoring was per practice routine with pa-
tients receiving their ﬁrst serum pregnancy test approximately1028 days after ET. If the initial hCG level was R5 IU/L, it was
repeated 48 hours later. Those with normally rising levels had
a transvaginal ultrasound performed 1 week later and weekly
thereafter. Patients were discharged to an obstetrician at 9
weeks of gestation.Calculation of Sample Size
Given that prior trials demonstrated single ET to be inferior to
double ET, this study was designed as a noninferiority trial
with a margin of 20% assuming a baseline ongoing preg-
nancy rate of 60% in each group. To be 80% certain that
the upper limit of a one-sided 95% conﬁdence interval (CI)
would exclude a difference in favor of the two-blastocyst
transfer control group by more than 20%, 75 patients were re-
quired in each group. Since it was estimated that approxi-
mately 25% of patients would not be randomized owing to
insufﬁcient blastocyst development, 200 cycles were planned.Statistical Analysis
An ongoing pregnancy was a pregnancy that reached a viable
gestational age ofR24 weeks.
A clinical miscarriage was the loss of a pregnancy after
visualization of a gestational sac. The sustained implantation
rate was the number of gestational sacs with fetal cardiac ac-
tivity at the time of discharge to obstetrical care divided by the
number of embryos transferred. A multiple pregnancy had
more than one fetus with cardiac activity at the time of dis-
charge to obstetrical care.
The primary outcome was the rate of ongoing pregnancy
per patient randomized. The outcome of only the ﬁrst transfer
was included. Secondary outcomes included the multiple
pregnancy rate, sustained implantation rate, and clinical mis-
carriage rate.
The ongoing pregnancy rates were compared by calculat-
ing 95% CIs of the relative risk and risk difference using
OpenEpi Version 2.3.1. The rates of multiple pregnancy, im-
plantation, and clinical miscarriage were compared using
a c2 distribution; P< .05 was considered statistically signiﬁ-
cant. A t test or Mann-Whitney U–test was used for demo-
graphic data where appropriate. Comparisons were made
using both intention-to-treat and per-protocol analyses. In
the per-protocol analysis, patients were excluded if they did
not adhere to clinical recommendations for luteal phase sup-
port or had their frozen ET cycle cancelled owing to abnormal
endometrial development. Descriptive statistics are reported
with mean  SD and range.
RESULTS
A total of 205 patient initiated gonadotropin stimulation with
175 randomized and 30 withdrawn before randomization
(Fig. 1). Of the 175 randomized patients, 76 (43.4%) were
<35 years old, 54 (30.9%) were 35–37 years old, 34 (19.4%)
were 38–40 years old, and 11 (6.3%) were 41–42 years old.
Sixty-nine percent of ETs were performed in the fresh cycle.
One patient did not have a fresh transfer owing to nondiag-
nostic CCS results; her blastocysts were rebiopsied and cryo-
preserved. Two patients (both 40 years old) did not haveVOL. 100 NO. 1 / JULY 2013
FIGURE 1
Flow chart showing enrollment and status of study cycles.
Forman. Blastocyst Euploid Selective Transfer (BEST) Trial. Fertil Steril 2013.
Fertility and Sterility®a transfer as their blastocysts were all aneuploid. The demo-
graphics of the patients in each group were similar (Table 1).Intention-to-Treat Analysis
CCS results. The 89 patients randomized to single euploid
blastocyst transfer had a total of 521 blastocysts of sufﬁcient
quality to biopsy. After the initial biopsy, 2% of embryos did
not yield a diagnostic result. Each embryo was rebiopsied and
a reliable result was obtained. The overall rate of aneuploidy
was 31% (162/521). As expected, there was an association be-
tween increasing aneuploidy and maternal age (r ¼ 0.53,
P< .001). Sixteen aneuploid blastocysts with the ability to re-
sult in viable pregnancies (four trisomy 13; ﬁve trisomy 18;
six trisomy 21; one 45,X; one 47,XXY; and one 47,XYY)
were detected and excluded from transfer, perhaps preventing
anomalous pregnancies.
Clinical outcomes. The clinical performance in the IVF cycle
was similar between groups (Table 2; Fig. 2). The ongoing
pregnancy rate after each patient's ﬁrst transfer, whether
fresh or frozen, was 60.7% (54/89) after single euploid blasto-
cyst transfer and 65.1% (56/86) after untested two-blastocystVOL. 100 NO. 1 / JULY 2013transfer. The 95% CI of the difference in ongoing pregnancy
rate was18.7% to 9.9%, indicating that single euploid blas-
tocyst transfer is not inferior to two-blastocyst transfer. The
ongoing pregnancy rates after single euploid blastocyst trans-
fer and untested two-blastocyst transfer were similar in fresh
transfers (63.9% [39/61] vs. 70.5% [43/61]; P¼ .4) and frozen
transfers (53.6% [15/28] vs. 52.0% [13/25]; P¼ .9).
The multiple pregnancy rate at the time of discharge to
obstetrical care was signiﬁcantly higher in the two-
blastocyst transfer group, (53.4% [31/58] to 0% [0/57];
P< .001). Two patients with twin pregnancies delivered at
a nonviable gestational age. One patient in the two-
blastocyst transfer group had a preterm triplet delivery owing
to monozygotic twinning of one embryo. There were no
monozygotic twins after single euploid blastocyst transfer.
Importantly, patients who received single euploid blasto-
cyst transfer were nearly twice as likely to have an ongoing
singleton pregnancy as those with two-blastocyst transfer
(60.7% [54/89] vs. 33.7% [29/86]; relative risk, 1.8; 95% CI,
1.3–2.5; P< .001).
There was a trend toward a higher sustained implantation
rate after single euploid blastocyst transfer (63.2% [55/87] vs.103
TABLE 1





transfer (n[ 86) P value
Age at oocyte retrieval, y
Mean  SD 35.1  3.9 34.5  4.7 .5
Range 25.1–41.4 22.9–42.6
Body mass index, kg/m2
Mean  SD 23.5  3.5 23.8  3.2 .4
Range 17.6–30.2 18.0–30.8
Anti-M€ullerian hormone level, ng/mL
Mean  SD 3.5  2.4 4.0  3.5 .2
Range 1.2–18.0 1.2–22.0
Day 3 FSH, IU/L
Mean  SD 6.9  1.8 6.6  1.7 .2
Range 3.2–11.6 2.8–10.8
Primary cause of infertility, n (%)
Male factor 25 (28.1) 22 (25.6) .9
Unexplained 24 (27.0) 24 (27.9)
Ovulatory dysfunction 12 (13.5) 17 (19.8)
Tubal factor 11 (12.4) 13 (15.1)
Endometriosis 6 (6.7) 4 (4.7)
Other 11 (12.4) 6 (7.0)
History of previous pregnancies, n (%) 47 (52.8) 42 (48.8) .6
Live birth 23 (25.8) 22 (25.6)
Clinical miscarriage 25 (28.1) 14 (16.3)
Termination of pregnancy 11 (12.4) 9 (10.5)
History of prior treatment with IVF, n (%) 18 (20.2) 16 (18.6) .8
Live birth 8 (9.0) 4 (4.7)
Forman. Blastocyst Euploid Selective Transfer (BEST) Trial. Fertil Steril 2013.
ORIGINAL ARTICLE: ASSISTED REPRODUCTION51.7% [89/172]; P¼ .08). Among patientsR35 years old, who
are not routinely offered eSET, the sustained implantation
rate was higher in the single euploid blastocyst transfer groupTABLE 2




Total dose of gonadotropins, ampules
Mean  SD 3
Range
E2, pg/mL, at surge
Mean  SD 2,4
Range 5
Retrieved oocytes
Mean  SD 1
Range
Fertilized oocytes (two pronuclei)











Patients who received fresh ET (%)
Patients who received frozen embryo transfer due to
Embryo-endometrial dyssynchrony
Ovarian hyperstimulation syndrome risk
Hydrosalpinx
Nondiagnostic result of embryo biopsy
Forman. Blastocyst Euploid Selective Transfer (BEST) Trial. Fertil Steril 2013.
104(58.3% [28/48] vs. 39.8% [39/98]; P¼ .03). This improvement
in the implantation rate likely relates to the higher probability
of the CCS result overriding traditional embryo morphologyuploid blastocyst
sfer (n[ 89)
Double blastocyst
transfer (n[ 86) P value
7.8  12.9 37.0  13.6 .7
15.5–72 14.5–81
37  1,212 2,540  1,236 .6
13–6,267 605–6,000
6.9  8.4 15.7  7.1 .6
5–45 3–42
1.1  5.9 10.8  5.7 .9
4–30 3–33
5.8  3.6 5.3  3.0 .5
2–22 2–18
3.7  2.9 3.9  2.8 .5
0–17 0–16
3.2  2.8 NA
0–17 NA
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FIGURE 2
Equivalent ongoing pregnancy rates with signiﬁcantly fewer multiples after single euploid blastocyst transfer. (A) In the intention-to-treat analysis,
the ongoing pregnancy rate (R24 weeks gestation) after single euploid blastocyst transfer was not inferior to the rate after transferring two
untested blastocysts. (B) In the single euploid blastocyst transfer group, all ongoing pregnancies were singletons. After accounting for second
trimester losses and vanishing twins, multiples accounted for 48% of the ongoing pregnancies after untested two-blastocyst transfer.
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gle euploid blastocyst transfer, but the difference was not sig-
niﬁcant (11.5% [7/61] vs. 20.0% [14/70]; P¼ .2).
Although patients in the single euploid blastocyst transfer
group had aneuploid blastocysts discarded, they also had
fewer embryos transferred. The overall effect resulted in an
equivalent number of supernumerary vitriﬁed blastocysts in
each group after their ﬁrst transfer (P¼ .3); however, patients
in the study group had the added assurance that their vitriﬁed
blastocysts were all euploid. After their ﬁrst single euploid
blastocyst transfer, 81% of patients had at least one additional
euploid blastocyst cryopreserved for possible future transfer.Per-Protocol Analysis
Among patients who followed the study protocol (85 in each
group), the ongoing pregnancy rate was 63.5% (54/85) after
single euploid blastocyst transfer and 64.7% (55/85) afterVOL. 100 NO. 1 / JULY 2013two-blastocyst transfer. The 95% CI of the difference in ongo-
ing pregnancy rates was 14.8% to þ14.1%. The sustained
implantation rate was signiﬁcantly higher in the single eu-
ploid blastocyst transfer group (66.3% [55/83] vs. 51.2%
[87/170]; P¼ .02).DISCUSSION
The BEST Trial has demonstrated that altering embryo selec-
tion by choosing a single, chromosomally normal blastocyst
for transfer results in ongoing pregnancy rates that are not in-
ferior to those attained when transferring two blastocysts
with an unknown chromosomal complement. Given the re-
duction in the proportion of multiple pregnancies, the long-
term outcomes from this treatment paradigm are likely to
be safer, resulting in fewer maternal and neonatal complica-
tions. Twins have a signiﬁcantly higher risk of costly neonatal
intensive care unit stays, resulting in estimates that twin105
ORIGINAL ARTICLE: ASSISTED REPRODUCTIONdeliveries cost up to 5 times more than singleton deliveries
(30). By reducing the risk of preterm deliveries, the BEST
treatment strategy is likely to be cost effective, even
accounting for the additional cost of embryo biopsy and
CCS. Importantly, while single ET has been promoted for
good-prognosis patients, even patientsR40 years old are at
a signiﬁcantly increased risk of multiple birth when more
than one embryo is transferred (31). The current trial demon-
strates that it is feasible to consider women up to age 43 for
single ET, provided they can produce a euploid blastocyst.
The concept of embryo selection has recently been criti-
cized in favor of sequentially transferring individual un-
screened, vitriﬁed embryos (32). However, the results of the
BEST Trial show that by enhancing embryo selection for the
ﬁrst transfer, excellent ongoing pregnancy rates can be
achieved across age groups, while nearly eliminating the
risk of multiple gestation. A prior retrospective study showed
that fewer patients had clinical miscarriages requiring
surgical intervention after single euploid blastocyst transfer
(18). The ability to prevent aneuploid pregnancies allows
many patients to avoid the physical and emotional burden
of miscarriage and is arguably a more patient-friendly ap-
proach. Consistent with prior studies, aneuploidy is not the
sole cause of miscarriage, and this selection strategy cannot
completely eliminate miscarriages.
Although there is concern that a strategy of blastocyst
culture may result in higher cycle cancellation rates (33),
the current study demonstrates that, using even a modest
ovarian reserve requirement, only 5.4% percent of patients
did not produce a transferable blastocyst. Furthermore,
86.2% of patients had at least two blastocysts and were ran-
domized, including 76.3% (45/59) who were R38 years old.
Only two patients were cancelled due to aneuploidy screen-
ing. Although young patients with diminished ovarian re-
serve were not included, they too are likely to beneﬁt from
a reduced risk of multiple gestation should they produce
two euploid blastocysts in a given cycle.
Earlier attempts to improve IVF outcomes with aneu-
ploidy screening did not show beneﬁt in prospective trials
(34). Those studies were conducted using ﬂuorescence in
situ hybridization (FISH), a technology whose accuracy was
not properly validated in embryos. Research using more ro-
bust technologies such as single nucleotide polymorphism
microarrays demonstrated that FISH overdiagnoses aneu-
ploidy in some embryos and underdiagnoses aneuploidy for
chromosomes that are not probed (35, 36). The stage of
embryo biopsy may have also hampered prior attempts to
apply aneuploidy screening clinically. Recent evidence
suggests that blastocyst-stage trophectoderm biopsy, which
involves removal of extraembryonic cells destined to form
the placenta and membranes, may be safer and more accurate
than cleavage-stage blastomere biopsy (37, 38). The screening
technology used in this trial underwent extensive validation
to document its accuracy in preclinical trials (20) and to
demonstrate that embryos diagnosed as aneuploid possess
negligible reproductive potential (11).
Many infertile couples initially report a desire to have
twins (39). At ﬁrst glance, this is understandable given their
long struggle with childlessness. However, multiple gestation106has inherent risks that all patients want to avoid, including
preeclampsia, obstetrical hemorrhage, neonatal intensive
care unit stays, and increased neonatal and maternal mortal-
ity. The obstetrical complications often lead to recommended
bed rest and lost time from work, and there may be an in-
creased risk of divorce among parents of twins (40). After re-
ceiving proper counseling about the risks of twins, many
patients prefer singleton over twin pregnancies (39).
A recent meta-analysis showed that slightly more single-
tons were born after double ET (29.5%) than after single ET
(25.9%) when the same selection criteria were used in both
groups (9). To increase the number of singleton deliveries,
which are considered the ideal outcome of IVF (41), an en-
hanced method of embryo selection that results in higher im-
plantation rates is required. The results of the BEST Trial
demonstrate that with a validated method for assessing the
chromosomal status of blastocysts, singleton delivery rates
can be improved without compromising overall success rates.
This treatment paradigm has the potential to improve the ef-
ﬁcacy and safety of assisted reproductive technologies with
resulting cost savings by preventing twins and higher order
multiples. In so doing, the infertile couple's interest in maxi-
mizing success rates and minimizing the burden of treatment
would dovetail with the need to improve safety and minimize
overall health care costs.
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SUPPLEMENTAL FIGURE 1
Single euploid blastocyst transfer after CCS versus transfer of two untested blastocysts. (A) For patients randomized to single euploid blastocyst
transfer, trophectoderm biopsy was performed on day 5 (fresh transfer) or day 6 (frozen transfers) of in vitro development. The biopsy
underwent an alkaline lysis and then preampliﬁcation of assays on each chromosome. The preampliﬁcation product was placed in a 384-well
reaction plate, and real-time polymerase chain reaction was performed in quadruplicate using a Viia 7 System (Applied Biosystems). A heat
map was generated using the cycle threshold method, and a predicted karyotype was assigned to each embryo. The morphologically best
euploid blastocyst was selected for transfer. (B) For patients randomized to receive a transfer of two untested blastocysts, the blastocysts were
selected by traditional morphologic grading criteria. These embryos were not biopsied or genetically screened.
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